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471-000-303 Description of the Use of Form MS-91, "Presumptive Application for Pregnant Women"

Form MS-91 is used by a qualified provider to determine eligibility for Presumptive Eligibility for a
pregnant woman. A qualified provider is a provider who meets the requirements of 471 NAC 28001.01.
Form MS-91 is a temporary eligibility document issued to clients at the time they are determined to be
presumptively eligible for Nebraska Medicaid by a qualified presumptive eligibility provider.

Presumptive eligibility may begin or end on any day of the month. When presented with the Nebraska
Medicaid Presumptive Eligibility Application as proof of Medicaid eligibility, the provider must verify
eligibility through the Nebraska Medicaid Eligibility System using the client's Social Security Number.

Form MS-91 may also be used as a pregnancy verification.

Page 1: The fields on this page are self-explanatory. The "Date of PE Determination" is the date
presumptive eligibility for Nebraska Medicaid begins.

Page 2: The shaded field marked "For Agency Use Only" is completed by the qualified provider. The
shaded field marked "Completed By Office" is completed by the HHS worker. Page 2 includes a

space for the client's signature and date signed, and a release of information. Number Prepared: MS-

91 is prepared in triplicate on NCR paper.

Disposition: The provider forwards the white copy to the HHSS local office within 5 days, gives the yellow
copy to the applicant, and retains the pink copy for his/her record.
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Instructions: Read carefully. Plaass write clearly.
This is nal a valid application untll if cantains your name, addrass and signature
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| ewrtify that the above woman is eligible for Presumplive Eligibility. Individuals on lhis fsom whe ARE MOT pregnant, ARE HOT
Presumptively Eligible.

Sign Here__

Pravidar Fapiserialiva Hama of Browicdes:

Data ol PE Determinasan. Provider Addreis "~ Prowdur Prano Number
HOTICE TO PROVIDERS: Flease accept i famm as proof of temporany Medical covarage for pragnant wamen. Te chack Madizal
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MOTIGE & APPEAL RIGHT&!
Presumplive

1. If you ane faurd ineligible for Prasumptive Elgibilty, this form is your natice and no further aclion is reguirgd, You cannat appeal this
dlenisian.
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2. I tha focal Department of Healih and Human Servicas alfice does nol make a fimely docision {within 45 daye) en your badicaid
application and sand wow notica af The eason, you may appeal this aglion.
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{PTerdROLS WETEE0N. §IVOE ahould HOT be wed)



REV. MAY 1, 2004 NEBRASKA HHS FINANCE NMAP SERVICES

MANUAL LETTER # 12-2004 AND SUPPORT MANUAL 471-000-303
Page 30of 3
If Yes, Gross How Often
Does any Person Currently Receive any Money From: Yes No Who Is 1t? Amount  Received?

Salaries, Wages, Tips, Commissions, etc.,
(Include Income from Self-Employment)
Salaries, Wages, Tips Commissions, etc.,
(Include Income from Self-Employment)
Unearned Income Such As:
Child Support/Alimony Spousal Support
Unearned Income Such As: Workman's Compensation,
Unemployment Compensation, Social Security
Does anyone pay child care costs, please give names of the children and the monthly amount you pay for each child.

Monthly
Name of Child Amount Name and Address of Provider

SOCIAL SECURITY NUMBER:

| understand that the Nebraska Department of Health and Human Services will require Social Security numbers for each individual in my
family who receives assistance. The Social Security number for each person in your household will be computer matched with the
following programs to assist in determination of eligibility:

Department of Health and Human Services - Vital Statistics

Social Security Benefits - Social Security Administration

Supplemental Security Income (SSI) - Social Security Administration

Unemployment Compensation Benefits - State Department of Labor

Department of Health and Human Services - Block Grants

Child Support - Clerk of District Court

Resources and Income - Internal Revenue Service

The information received from these agencies will be used and verified and could affect your food stamp, public assistance and
Medicaid eligibility and benefits. | authorize the release of my Social Security number to the Nebraska Department of Health and Human
Services to use for the purposes mentioned above. The use of my Social Security number will also be used in computer matching and
program reviews or audits to make sure my household is eligible for assistance. This may result in criminal or civil action or administrative
claims against persons fraudulently participating.

SignHere Date
Signature or Mark of Applicant (Witness if mark)

I certify that the information | have provided is true to the best of my knowledge and I give permission for the State of Nebraska to make ény
necessary contacts to check my statements. | have read the list of my rights and responsibilities. | know that ! could be penalized if |
knowingly give false information.

MS-91 Page 2




